
Testing a WISeR approach to community palliative care

Redesigning community palliative care for people with new and changing needs

Those patients who have had sustained 
irreversible decline or sudden severe 
irreversible decline – may be expected 
to live for weeks.

Those patients whose condition is 
deteriorating (due to irreversible causes) 
and whose need for palliative care is 
clearly changing - may be expected to 
live for months.

A new integrated weekly forum lasting up to an hour, of health and social care professionals to facilitate coordination and resource allocation to pro actively meet the 
changing needs of amber patients and their carers.

We used focus groups and observation to evaluate the work to date, with all doctors in the GP practice (n=6), and all professionals who attend the WISeR palliative care 
meeting (n=5) taking part. Overall the response from all professionals involved is overwhelmingly positive recognising that this way of working delivers the following outcomes:

Those patients whose condition and 
their need for palliative care are not 
currently changing - may be expected 
to live for six months or more.

GP’s, District Nurse, Care at Home and 
Clinical Nurse Specialist co-ordinate 
care using GGC guidance at end of 
life documentation to produce an 
individualised care plan. Carer needs 
reassessed.  

Refer to the WISeR palliative care  
for multidisciplinary discussion and 
allocation.

See WISeR palliative care below

This is the next stage of development - signposting 
to community connectors and sources of 
information including the electronic Concerns 
Checklist Resource (eCCR) with the opportunity to 
have a person centred holistic assessment, and be 
given About Me and My Care, a resource to help 
patients and carers co-ordinate their care.

AIM
To promote equal 

opportunities for holistic 
person centred assessment, 

access to services and 
support via the introduction 

of a model of care that 
identifies and streams 

people with palliative care 
needs offering a proactive, 

coordinated, integrated 
model for palliative or any 
complex care that is fit for 

the future.

THE VISION
‘A consistent response, so 
that no-one is missed, that 
gives people with palliative 

care needs and their families, 
the opportunity to identify 

and discuss their concerns as 
well as plan ahead, should 

they wish to do so.
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Weekly Integrated Standard (e) Response (WISeR) Palliative Care

Evaluation Methodology, Outcomes and Conclusions

WISeR Professional:
‘There cannot ever be negatives when health 
teams meet up and discuss things together 

rather than individual disciplines.’

Renfrewshire Macmillan Palliative Care Project Team
Susanne Gray Macmillan Nurse, Jackie Mearns Macmillan Clinical Effectiveness Facilitator 

Cathy Quinn Macmillan Palliative Care Facilitator, Katie Clark GP Palliative Care Facilitator, Alison McGill Secretarial Administrator

GP:
‘Communication between agencies 

involved has been very good, it does 
not constantly have to come to GP and 
things can be done without our input; 

great advantage.’

WISeR Professional:
‘Initially it was the thought of another 
meeting which we don’t have time for.  

However, having come and seen the benefits 
of getting things sorted in that hour it saves 
me time in the long run chasing things up.’

GP:
‘Knowing that you can pass 
holistic needs over to others 
and they will be taken care 
of makes a big difference to 

us.  Very positive.’
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QUESTIONS YOU MIGHT ASK? 
 
How do I know what information will be shared? 
Professionals involved in providing you with services and/or 
support will explain why they need to share your information, 
what information they are going to share and with whom. 
 
What if someone is not able to decide whether or not to 
share their information? 
If a person is not able to make a decision about their information 
being shared an appointed representative can do so on their 
behalf e.g. a Welfare Power of Attorney or person appointed by 
the court under the Adults with Incapacity (Scotland) Act 2000. 
 
Can I decide not to have my information shared? 
Yes, however this might make getting the service or care you 
need slower or you might have to tell different people the same 
things. 
 
Yes, however there might be some information you don’t want to 
share with some professionals and some information you do 
agree to share. 
 
But, even if you refuse we may have to share your information if 
you or someone else is at risk of harm. 
 
A leaflet about “How the NHS handles your personal health 
information” is available, you may already have received a 
copy with any hospital appointments you have been sent. If not 
your GP surgery can supply this simply phone and request it. If 
you require further information about data sharing and 
confidentiality please contact data.protection@ggc.scot.nhs.uk 
 

No one should face cancer alone. For support, information or if 
you just want to chat, call Macmillan free on 0808 808 00 00 
(Monday to Friday, 9am to 8pm) or visit macmillan.org.uk
 
This project is fully funded by Macmillan Cancer Support and in 
partnership with Renfrewshire Health and Social Care Partnership.

We have produced this pack to help you by providing some 
information that might be useful to you and your carer.

Any feedback on the pack as a whole or on the individual 
sections would help us with future editions and would be greatly 
appreciated. 

Should you wish to give any feedback please contact Renfrewshire 
Macmillan project team on 0141 314 4424 or  
macmillan.facilitators@ggc.scot.nhs.uk

About Me  
and My Care
A pack for patients and carers

About Me This section contains the following leaflets

My Questions

My Appointments

My Care and Who Is Involved

My What Matters to Me

My Thinking Ahead and Making Plans

To obtain further copies of the leaflets please call 0141 314 4424

About My Care
Useful Contacts

Information for Carers

Finances - Costs and benefits

Going Into & Coming Home from Hospital

Who Provides Care

GP: ........................................................................................

District Nurse: ........................................................................

Clinical Nurse Specialist: ........................................................

Pharmacist: ............................................................................

NHS24: 111

Review Date:
March 2018
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• Improved /increased access to assessment and services for patients and carers
 “Communication between agencies involved has been very good, it does not constantly have to come through 

the GP, things get done without our input, great advantage” Participating GP

• Time savings benefits for GPs initially
 “Time saving for the doctor as you can feel confident you are passing their (the patient and their family) needs on 

and these will be dealt with” Participating GP

 “getting things sorted in an hour saves me time in the long run chasing things up” WISeR professional

• Crisis prevention
 “we have already proved that this has prevented crisis, it is helpful that we are getting all this information” WISeR 

professional

• Improved communication
 “the big positive is that it is an MDT approach in a service where they (other services) don’t talk to each 

other routinely. Getting to know each other and what others do is a huge bonus for staff and patients” WISeR 
professional

• Improved integrated working and problem solving
 “I am no longer in a bubble with lots to deal with for this patient, you are all there and its the wider team” WISeR 

professional

This redesign is implemented within existing local structures 
and with existing local clinical staff. 

The WISeR model promotes new ways of working for existing staff providing a common language and forum to identify 
changing needs and work in an integrated, proactive, person centred way. In return for the relatively small investment of 
the required administrative support the potential impact on outcomes for patients and on integrated working could be 
transformational.

For further information please contact Susanne.Gray@ggc.scot.nhs.uk
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